Plasm tstoeterone levels In patients after subcapsular or total orchidectomy before and 24 hours after HCG adminIftratIon Subcapsular 
Results
The mean plasma testosterone concentration in the 128 control patients was 468.5 ng/100 ml.
((±161.4 s.d.). Plasma testosterone levels before and after HCG stimulation in the group of 4 normal elderly men are shown in Table 1 . Plasma testosterone levels before and after HCG stimulation in the two groups of orchidectomized patients with carcinoma of the prostate are shown in Table 2 . It will be seen that all patients had subnormal levels which showed no signiflcant rise with HCG.
Discussion
There is a wide variation in plasma testosterone levels in elderly men (Vermeulen et al. 1972) which was similarly found in the group of control subjects. The low plasma testosterone values of our patients after orchidectomy are in agreement with those previously reported (Young & Kent 1968) , and presumably reflect adrenal androgen production. There was no signiflcant difference between the plasma testosterone levels in our -patients who had undergone total orchidectomy, and those who had had the subcapsular operation.
The administration of HCG increases circulating testosterone by stimulation of the Leydig cells and all the normal elderly men in our cofllol group showed a rise of plasma testostotne 24 hours after HCG admitijtri#tiovt4tthe Leydig- like cells reported to be present in the tunica albuginecSirete a significant amount of testo---oThThe, one would anticipate a demonstrable rise In plasma testosterone in patients after subcapsular orchidectomy following the administration of HCG. However, these patients did not show any signiflcant change in their plasma testosterone after HCG and it therefore appears that no significant residual Leydig cell function remains after subcapsular orchidectomy. This operation can therefore still be recommended in those patients with carcinoma of the prostate requiring orchidectomy, in whom cosmetic considerations are deemed to be important. Hydronephrosis is a relatively common problem presenting to a urologist with a pediatric practice (Nixon 1953 , Williams & Karlaftis 1966 , and It Is recognized that a second abnormality of the urinary tract may be detected in approximately one-third of these patients at the time of diagnosis. That second abnormality may be a contralateral 'Present addrs: Royal Sussex County Hospital, Brighton, BN2 5BE pelvi-ureteric junction obstruction; in a personal series of 85 patients with hydronephrosis, 14 had bilateral disease at the time of presentation and of these 11 were managed by simultaneous bilateral pyeloplasties; 8 of the 11 patients were boys and 3 girls. This sex ratio has been reported in other series of hydronephrosis but has never been satisfactorily explained. The ages at presentation emphasize that bilateral hydronephrosis is commoner in infancy than in childhood: 4 cases presented at 0-1 year, 3 at 1-5 years, 2 at 6-10 years and 2 were over 10 years.
Simultaneous BilatWral Pyeloplastees
Presenting symptoms included pain (5 cases), infection (4 cases), htmaturia (2 cases) and one patient aged 4 days presented with bilateral abdominal masses. The pain is poorly localized in younger patients in contrast with the intermittent loin pain described by older children. Of the 11 patients, 3 had renal calculi and 1 underwent vesicoureteric reflux preventing surgery prior to his bilateral simultaneous pyeloplasties.
Operative Technique
The patient is positioned supine on the operating table with the lumbar spine extended over a sandbag of suitable size. The skin incision is made transversely above the umbilicus and the recti and anterior peritoneum are similarly divided. To expose the left kidney the descending colon is mobilized medially and the posterior peritoneum divided in the paracolic gutter. The ureter, pelvis and kidney can be identified without traction on the renal vessels. The right kidney is approached by mobilizing the ascending colon medially and dividing the posterior peritneum, care being taken not to damage the second part of the duodenum which is reflected medially off the renal pelvis.
The pyeloplasty technique was varied according to the nature of the abnormality found. Four patients were noted to have aberrant vessels to the lower renal pole and these were included in the 17 kidneys which had a dismembered pyeloplasty as described by Anderson & Hynes (1949) . Of the remaining 5 kidneys, 3 were treated with a longitudinal incision at the pelvi-ureteric junction closed transversely, one had a Culp flap and I a Y-V advancement. On 13 occasions the renal bed was drained with a corrugated drain brought out retroperitoneally through a separate stab incision in the loin. This avoided the complication of h2morrhage when passing a catheter through renal parenchyma of normal thickness. When there was thinning of the renal cortex a Malecot catheter was used as a nephrostomy tube for 7 kidneys, and one patient had no drainage at the time of the pyeloplasties. Transanastomotic splints were not used.
Discussion
Seven of the 11 patients had no significant complications and left hospital between 8 and 21 days postoperatively. These 7 patients had the considerable advantage of a single hospital admission and a single operative procedure. The remaining 4 patients had complications of varying severity. The 2 youngest patients developed intestinal obstruction one month after leaving hospital and required re-admission and laparotomies to divide adhesions. They both subsequently made uneventful recoveries. One of these patients was aged 4 days at the time of the pyeloplasties from which he made an uncomplicated recovery; the other patient was aged 4 months and developed a large collection of urine in the left loin following pyeloplasties. This required surgical drainage and was a probable etiological factor in the subsequent adhesion obstruction.
Two further patients developed extravasation of urine to a significant degree, but one drained spontaneously and the patient left hospital three weeks after surgery. The third patient was the one treated initially without drainage and made a good recovery when appropriate drains were inserted. Following this experience all subsequent patients have had drainage at the time of pyeloplasty.
Complication rate following this transperitoneal approach is seen in better perspective when the surgeon's experience in treating unilateral hydronephrosis is reviewed. A further 59 patients have been managed with a transperitoneal approach and none of these patients has presented with intestinal obstruction, or developed collections of extravasated urine. Summary A technique is described which gives excellent results in the treatment of unilateral hydronephorsis and allows for simultaneous bilateral pyeloplasties. The advantages for the patients with bilateral hydronephrosis are a single admission to hospital and a single an3esthetic and operative procedure. The exposure is superior to that achieved by a loin incision, allowing the surgeon to perform the pyeloplasties more rapidly and with less traction on the renal vessels. Over a follow-up period of 1-7 years no subsequent pyeloplasty or nephrectomy has been required and all 11 patients are well and symptom free.
